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KeloidAbstract Earlobe keloids are benign, ﬁbrous proliferations that show high rate of recurrence.
Traumas to the earlobe such as ear piercing, burns or surgical interventions are the cause.
Keloids are always difﬁcult to treat and pose a challenging situation and has a signiﬁcant psychoso-
cial impact. We are presenting two cases of giant earlobe keloids, unusual by virtue of its size and
are the biggest earlobe keloids ever seen in our tertiary care center. Excessive itching or repeated
traumas to the scar are key factors for aggressiveness of keloids.
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Keloid is a frustrating clinical problem in wound healing. The
ﬁrst written description of keloids was attributed to the pyra-
mid age in ancient Egypt.1 In 1806, Alibert coined the term
‘‘Cheloid’’ from the Greek word ‘‘crab like’’.2 Cosman et al.
documented the presentation, characteristics and treatment
of keloids in the ﬁrst systematic review of keloids in 1961.3
Keloids are dermal ﬁbro proliferative disorders unique to
humans, characterized by excess deposition of collagen in the
dermis and the subcutaneous tissues.3 The incidence of keloid
formation varies from race to race. Black people and Asianpeople are more likely to develop these lesions than
Caucasians, the incidence varying from 5:1 to 15:1. The exter-
nal ear is the anatomic site most prone to unfavorable wound
responses such as keloids. Ear lobe keloids are common
response to ear piercing, especially in darker skin types. The
considerations of earlobe keloids are serious and their treat-
ment is difﬁcult. We are presenting two cases of rapidly grown
gaint keloids at earlobe.
2. Case 1
A 52 year old lady presented with massive swelling on the right
side ear lobe (Fig. 1) since one year. She had done ﬁrst earlobe
piercing during childhood in right side and again done a sec-
ond piercing just after ﬁrst one year back. She developed
excess itching over the second piercing area and developed a
small nodular mass. The swelling was ﬁrm and mild tendered.
Figure 1 Right side earlobe showing a giant keloid with an ulcer
over the surface.
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There is large ulcer over the keloid due to excessive and
chronic itching over the mass. A clinical diagnosis of keloid
was made. She has no other medical and surgical history.
Triamcinolone acetate was injected perilesionally at the
keloid site at weekly intervals for three weeks prior to surgery.
The patient was operated under local anesthesia. Prior to
surgical excision, the operative site was anesthesized with a
half-and-half mixture of 2% lidocaine with adrenaline and
triamcinolone acetonide 40 mg/ml.
Keloids were surgically removed and the ear lobe was
reconstructed with the help of skin covering of keloid mass,
following which she was advised to use silicone gel sheet and
pressure ear clips. After excision, the site was also injected
triamcinolone locally once a week for three weeks. Excisional
biopsy from the mass was taken which under light microscope
showed mild and deep dermal sclerosis with abundantFigure 2 Microphotograph showing keloidal collagen with
abundant ﬁbroblasts.proliferating ﬁbroblasts intermixed with a dense bundle of col-
lagen (Fig. 2), diagnostic of keloid. Follow up of patients after
6 months and 1 year showed no evidence of recurrence.
3. Case 2
A 28 year lady presented to us with a huge swelling at left ear-
lobe of size 7 · 12 cm since three years, which was gradually
increasing in size (Fig. 3). It was painless and multilobulated
keloid, however cosmetically disﬁguring. She gave a history
of three ear piercings at the left earlobe and helix three years
back, following which the scar grew progressively and devel-
oped to its present size which initially arose from the earlobe.
She had no other medical and surgical history. The giant
Keloid was removed and the pinna was reconstructed under
general anesthesia with the help of skin covering the keloid
mass. The excised mass was sent for histopathological
examination which showed an abnormally large dense, broad,
glassy, eosinophilic, focally fragmented complexes, arranged
haphazardly (Fig. 4).
After excision, the site was injected locally with triamci-
nolone once a week for three weeks and advised to use pressure
clips. The patient was under follow up.
4. Discussion
A keloid may be deﬁned as a benign growth of dense ﬁbrous
tissue developing from an abnormal healing response to a
cutaneous injury such as surgery, extending beyond the origi-
nal borders of the wound or inﬂammatory response. It is one
of the most frustrating clinical problems in wound healing.
Keloids, in distinction to normal scars, generally increase in
dimension over time, and in addition to creating deformityFigure 3 Left side earlobe showing a gaint and lobulated keloid.
Figure 4 Microphotograph of keloid showing abnormally large
dense, broad, glassy, eosinophilic, focally fragmented complexes,
arranged haphazardly.
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presenting with severe itching on the earlobe scar leading to
a gaint size keloid in just one year. In the second case, the pre-
sent size is attained after three years of injury to the earlobe. In
simpler words, one can describe a keloid as ‘a scar that does
not know when to stop’. Earlobe keloids show a high rate of
recurrence of up to 80% following surgical excision.5
Earlobe keloids usually appear as shiny, smooth, globular
growth on one or both sides of the earlobe. Patients frequently
complain of cosmetic embarrassment as in our case. The keloid
appearance is about 15 times higher in dark skin individuals
than in whites.6 Higher incidence is seen during puberty and
pregnancy, periods with hyperactivity of the pituitary gland.7
Although there are many theories about keloid formation,
their etiology is still unknown. Osman et al. claim that an
autoimmune response to sebum trapped deep in dermis may
lead to keloid formation.8 A disorder of the hormone that
stimulates melanocyte is one of the factors that is accused of
causing keloid formation. In a recent study it is reported that
cycloxygenase (COX-2) enzyme gene expression is absent in
abnormal scar derived ﬁbroblasts and may contribute to the
development of ﬁbrotic scars, and that COX gene expression
could be modulated by hexose sugars and sucrose, especially
in normal granulation tissue ﬁbroblasts (about 90% decrease
at maximum) and hypertrophic scar ﬁbroblasts (almost seven-
folds increase.8 It has also been shown recently that sucrose
type 1 and type 3 collagen metabolism in granulation tissue
ﬁbroblast cultures, but it regulates type 1 and type 3 collagen
metabolism in ﬁbroblast cultures derived from ﬁbrotic skin
lesions differently, changing the collagen metabolism toward
normal.8 Experimental study implicates the importance of
transforming growth factor beta (TGF-b) in cutaneous
scarring as well as scarring in other body parts.9 Although
TGF-b is needed for wound healing, overproduction can result
in excessive deposition of scar tissue and ﬁbrosis. Aberrationsin the different cytokines like interleukins 6, 13 and 15 may
also have role in keloid formation.9 Keloid scars are nodular
skin lesion that in severe form resemble neoplasms and cause
much physical and mental distress. Attempts for treatment
may make them worse and presently there is also no single
therapeutic modality available. The location, size, depth and
duration of the earlobe keloid inﬂuence the choice of therapy.
Excision can also be used for large keloids, for debulking or
removal of infected regions.9 Surgical excision alone leads to
high chance of recurrence rate, between 50% and 100%.10
Therefore, it is rarely used as monotherapy and so postopera-
tive recurrence can be reduced by adjunctive therapies such as
intralesional corticosteroid injections, radiotherapy, pressure
therapy and immunomodulators.
5. Conclusion
The etiopathogenesis of keloid remains an enigma and is char-
acterized by excessive deposition of collagen in the dermis and
subcutaneous tissues secondary to traumatic or surgical inju-
ries. The large size and rapid growth with excessive itching
are unique presentation of this keloid and has a signiﬁcant psy-
chosocial impact for the patient. These two keloids are the big-
gest earlobe keloids seen in our center. Excessive itching and
repeated trauma to the scar are key factors for aggressiveness
of keloids.
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